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Abstract 
Since the 1970s, there has been an alarming increase in the rate of obesity among 
children of all ages in the United States. Obese children are at higher lifetime risk for heart 
disease, stroke, asthma, and some forms of cancer. As a result, public health practitioners across 
the nation are looking for ways to address this epidemic, and it has been acknowledged that a 
number of approaches are needed to be part of the solution. Healthcare professionals (HCPs) 
have long been seen as respected and reputable sources of information. This paper will explore 
the role of HCPs as community leaders in the fight against childhood obesity and examine a local 
effort in North Carolina to engage HCPs as voices for change around childhood obesity issues. 
Reasons HCPs should be involved in advocacy, and recommendations for how to most 
effectively engage, train and retain HCPs will also be discussed.  
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Introduction 
Childhood obesity has far reaching implications for our nation, both in the short-term and 
long-term. According to the Centers for Disease Control and Prevention, childhood obesity rates 
have tripled over the last three decades,
1
 with approximately 17% of US children and adolescents 
aged 2-19 identified as obese.
2
 It is widely known that obesity can result in serious health 
consequences such as high blood pressure, high cholesterol, Type 2 diabetes, and psychosocial 
problems. This is particularly concerning as overweight children are more likely than healthy 
weight children to become overweight adults.
3
   
Implications for childhood obesity in the near-term indicate that poor nutrition and 
inadequate amounts of physical activity, both of which are associated with obesity, adversely 
affect children‟s academic performance.4 Moreover, obese youth are more likely to have low 
self-esteem and reduced quality of life, particularly in their perception of physical appearance, 
athletic ability and social competence.
5
 The Learning Connection: The Value of Improving 
Nutrition and Physical Activity in Our Schools, a report commissioned by Action for Healthy 
Kids and conducted by a panel of national experts, concludes that well-nourished and physically 
active students tend to perform better on standardized tests, demonstrate better behavior, 
concentration, cognitive function, and energy levels, have fewer illnesses and school absences, 
have higher levels of self-esteem, and lower levels of anxiety and stress, all of which have been 
associated with better academic performance.
6
   
When examining the long-term implications of childhood obesity, evidence indicates that 
our economic health as a nation is under significant threat. Illnesses linked with obesity account 
for almost 10% of all medical spending
7
. Additionally, having future generations of potentially 
unhealthy people is not attractive to employers. Because of higher healthcare costs  and lower 
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productivity (as a result of absenteeism), businesses are reluctant to move to places in the 
country where data point to unhealthy workers and  the potential costs that coincide.
8
 Ultimately, 
this could adversely impact our ability to compete in a global economy.   
How We Got Here 
A significant challenge of addressing childhood obesity is that children and their families 
(particularly low-income families) are exposed to environments that promote poor nutrition and 
inactive lifestyles. Easy access to low-cost, nutrient void foods, inadequate access to fruits and 
vegetables, and unsafe play areas make it hard for the healthy choice to be the easy choice.
9
  
While a health care professional can offer counseling to address a child‟s eating and exercise 
behaviors, the environments where children and youth live, learn, play, and pray can, and do 
affect their ability to access healthy foods and engage in physical activity. A survey conducted 
with approximately 250 pediatricians revealed that environmental factors, specifically 
availability of fast food and soft drinks, school food options, and the physical environment were 
their greatest barriers to managing obesity.
10
 If obstacles like these are to be addressed, HCPs 
must expand their role and advocate not just for individuals‟ health, but also for healthier 
communities. Characteristics of homes, neighborhoods, and schools can help shape individual 
behavior, where active living and healthy eating are a way of life.
9,11-14
 Sustainable changes to 
preventing and decreasing childhood obesity can only occur through a combined effort in which 
HCPs are supported to help families make healthier choices, are connected with community 
partners and resources, and are encouraged to get involved in  broader community efforts such as 
advocacy.
15
 The National Initiative for Children‟s Healthcare Quality‟s (NICHQ) “Be Our 
Voice: Mobilizing Healthcare Professionals as Community Leaders in the Fight Against 
Childhood Obesity Project” has responded to this call to action.  
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Training Healthcare Professionals as Advocates 
The Be Our Voice project (BOV), funded by the Robert Wood Johnson Foundation, is an 
initiative of NICHQ, in cooperation with the American Academy of Pediatrics, the California 
Medical Association Foundation and the Robert Wood Johnson Foundation Center to Prevent 
Childhood Obesity, and was established to leverage healthcare professionals‟ influence and 
knowledge by training them to become advocates in their communities, and ultimately, helping 
to curb the rise of childhood obesity. Once healthcare professionals are recruited, training and 
technical assistance are provided to help HCPs with a variety of advocacy activities, from 
sending a “call to action” among parents in their practice to commit to family mealtimes, to 
scheduling a meeting with a legislator. In an effort to extend this work across the country, a 
train-the-trainer model was employed, where eight organizations or coalitions in various states in 
the Southern U.S. where the childhood obesity epidemic is particularly profound applied to 
participate and were awarded funding to conduct advocacy trainings and provide technical 
assistance for HCPs within their communities. The state teams were provided with tools, training 
and technical assistance, along with a website portal that contains specific resources for HCPs as 
a way to sustain their efforts.   
Advocates for Health in Action (AHA) in Wake County, North Carolina was one of the 
selected coalitions
1
. This is especially significant since North Carolina ranks as the 11
th
 most 
obese state in the nation for children and adolescents 10-17, with 18.6% of their children and 
adolescents ages 10-17 identified as obese, compared to 16.4% nationally.
8
 AHA is a community 
collaborative of approximately 50 organizations working toward policy and environmental 
                                                          
1
 Other states selected were: Texas, Kentucky, Alabama, Mississippi, North Carolina (Cabarrus County), New 
Mexico, and Arkansas. 
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change to shape the community so healthful eating and physical activity are the way of life for 
children and families in Wake County. The Wake County Be Our Voice (WBOV) team, 
comprised of a diverse group of AHA members, recruited and mobilized approximately 50 
healthcare professionals in the community to be trained as advocates for childhood obesity 
prevention. 
Methods  
The information gathered for this paper involved a literature review of a variety of 
research studies, a review of post-survey data conducted with approximately 50 healthcare 
professionals who attended one of two local advocacy trainings in Wake County, North Carolina, 
and a summary of other public reports, professional texts, and documents. All journal articles 
used were peer reviewed and obtained using the UNC Health Sciences Library search engine. 
Most articles were obtained from journals with subject matters targeted at medical, health policy 
and public health professionals.    
In order to recruit healthcare professionals for the Wake County advocacy trainings, a list 
of providers was compiled from a database managed by Community Care of Wake and Johnston 
County (CCWJC). CCWJC has a case management team that supports local providers regarding 
best practices and intensive patient follow-up to improve the management and delivery of care 
for Carolina ACCESS Medicaid recipients. CCWJC staff, also represented on the WBOV team, 
helped compile a list of providers who primarily serve children and adolescents. The number of 
participants in both trainings was limited, so the WBOV team started with targeted invitations 
(email or phone), mostly to providers the WBOV team knew had an interest in childhood obesity 
issues. Once that list was exhausted, the providers that signed up to participate were then asked 
to invite other providers they thought might be interested in attending.   
7 
 
To accommodate a variety of HCPs and their schedules, two trainings were offered (both 
free); one full-day (6 hour training on a Saturday with lunch and Continuing Medical Education 
(CME) hours offered, 18 attendees) and one abbreviated, (3 hour training offered one evening 
during the week with dinner, but no CME hours offered, 40 attendees). The two training 
opportunities resulted in a total of 58 participants, with a variety of health care professionals 
represented. Most were physicians, nurses, and nurse practitioners, but participation was also 
shared by dieticians, practice mangers, and health educators.  
A voluntary post-training survey was conducted to assess participants‟ satisfaction of the 
overall training and evaluate the usefulness of the learning objectives. Survey design and 
questions were developed by NICHQ BOV project evaluation team. Responses from the surveys 
were also collected (using Cvent web survey software), reviewed and summarized using 
secondary, de-identified data files and codebooks from the NICHQ BOV evaluation team 
(provided in Microsoft Excel). The results published in this paper were analyzed by the author 
using quantitative and qualitative data and represent a summary of both trainings. A total of 52 
surveys from both trainings were returned. This research was deemed exempt from further 
review according to the regulatory category cited under 45 CFR 46.101(b) by the Institutional 
Review Board of the University of North Carolina at Chapel Hill. 
Literature Review 
Looking Back: Healthcare Professionals as Community Leaders 
Precedence for community leadership among health care professionals can be seen as far 
back as the late 19
th
 century.
16
 Healthcare professionals are natural agents of change in their 
communities, especially in the lives of children who have little or no voice, because they are 
generally concerned with the child‟s “whole” health. Every component of the child‟s life is 
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important, from how well they learn to their mental well-being.
16
 Physicians are regarded as 
important professional authorities in the community. They are legitimate and accurate sources of 
information because they know both the biological aspects of a disease and are daily witnesses to 
its connection to social, economic, and environmental issues.
17
 Frequent interactions with 
patients provide them with the evidence of how associations between environment and health 
factor into their ability to provide effective care.
17
 What‟s more, evidence suggests that 
physicians who have stepped up as community leaders have proved effective in that role.
18
  
When examining what motivates HCPs to engage in advocacy, one study revealed that 
they feel they are “making a difference”, “doing the right thing”, and “it is an intellectual 
challenge”.19 Moreover, “the power and privilege of being a physician requires great 
responsibility to give back, especially among the  marginalized”.19 The BOV Focus Group 
Report, conducted by the California Medical Association (also a partner of the NICHQ BOV 
Project), highlights findings from focus group responses among physicians with prior experience 
with childhood obesity advocacy in their communities.
20
 It reveals that providers believe that 
supporting positive change in their communities is an extension of their professional role and 
commitment, and the kids themselves bring motivation to the physicians to advocate.
20
 Another 
study suggested that the more directly linked the advocacy issue is with the patient‟s health 
behaviors (e.g., tobacco control, nutrition, seat belt use), the more compelled they felt to get 
involved.
21
 The more broad-based  the advocacy issue (e.g., air quality, illiteracy, or housing 
quality), the less compelled physicians were to get involved.
21
  
Involving Other Public Health Professionals  
Although much of the literature focuses on physicians, other HCPs such as nurses, nurse 
practitioners, health educators, and dieticians, have equally important interactions with patients 
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and have also proven to be powerful agents of change in their communities.
22
 They too, are well-
positioned to serve as voices for childhood obesity prevention. Furthermore, public health 
professionals, such as those who work in local health departments, research, or epidemiology, 
also aim to create safe and healthy communities for children, making their voices equally 
influential and needed.  
The Council on Linkages Between Academia and Public Health Practice, a coalition of 
18 national organizations, works to ensure strong public health infrastructures by promoting a 
well-trained public health workforce. The Council released a guidance document titled, Core 
Competencies for Public Health Professionals, that identify a number of skills that public health 
professionals should possess to be most effective in promoting health in the community.
23
 “Over 
50% of state and local health departments and more than 90% of public health academic 
institutions are using the Core Competencies to identify and meet workforce development 
needs.”23 It is interesting to note that advocacy and/or community leadership is not mentioned 
specifically. The competencies that are included that come closest to those are: “informing, 
promoting, and defending public health policies, programs, and resources” (within Community 
Dimensions of Practice), and “partnering with key stakeholders to determine key values and a 
shared vision as guiding principles for community action” (within Leadership and Systems 
Thinking). While these competencies relate to skills that public health professionals might need 
to influence decision makers at various levels (i.e., to advocate), it doesn‟t directly support those 
competencies mentioned in literature pertaining to healthcare providers as advocates, such as 
communicating effectively or understanding the process of both  micro and macro level policy 
making.  
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As Louis Rowitz explains in his book, Public Health for the 21
st
 Century: The Prepared 
Leader, public health will continue to face new challenges, and as a result, we must look at 
public health leadership with new perspective
24
. He explains that public health can learn a lot 
from the practices and approaches of other sectors, such as business, even though the two differ 
greatly in their goals. Leaders in business have proven that they must adapt and demonstrate 
creativity in changing times if they are to achieve their goals. Public health can adopt a similar 
approach by anticipating their own challenges ahead (volatilities in the healthcare system, 
persisting health disparities, and population growth
25
), while determining the core skills public 
health professionals require to most effectively address these.  
Everyday Evidence of Healthcare Professionals as Community Leaders  
The stories below provide examples of ways that HCPs have served as agents of change 
in their communities and illustrate that advocacy can be defined in a number of ways; from 
educating the community about action that is needed to address an issue, to providing testimony 
for a law maker. Advocacy can take place at both the local and national level, from one‟s 
workplace to serving on a national health committee. Pathfinder: A Practical Guide to Advocacy 
Evaluation, defines advocacy as “a wide range of activities conducted to influence decision 
makers at various levels.”26 The BOV Advocacy Guide defines advocacy as, “speaking on behalf 
of a group of people within the public sphere around a particular issue.”27 Judith Palfry, in her 
book Child Health in America: Making a Difference Through Advocacy, offers a framework of 
four types of child health advocacy: clinical, group, legislative, and professional.
28
 She explains, 
“while one person considers advocacy a loud public cry for national reform at the legislative and 
policy level, another maintains that getting a child with HIV into a summer camp is also 
advocacy.”28 Below are examples of many types of advocacy from HCPs, drawn primarily from 
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the following sources: Kotzer et al.,
22
 Lozano et al.,
29
 Mackie et al.,
30
 Satcher et al.,
31
 and the 
California Medical Association.
32
 
Preventing Injuries From Firearms  
In an effort to educate the public about pediatric firearm injury-prevention, emergency 
department nurses at the Children‟s Mercy Hospital in Kansas City, MO, presented a firearm 
injury prevention program across the community, highlighting simple strategies such as safe 
storage of firearms that could ultimately prevent unnecessary injuries. Because they gave a voice 
to the seriousness of firearm injuries and the prevalence of firearms in children‟s environments, 
over 7,000 individuals heard their message.
22
 
Fighting Secondhand Smoke 
A resident in the University of Washington Pediatrics Residency Program became 
frustrated with trying to educate parents on the harmful effects of secondhand smoke because of 
the lack of adequate educational materials. As a result, she chose this as the focus of her required 
advocacy project. Even after meeting with professional organizations such as the American 
Heart and Lung Association and local anti-smoking groups, she still felt unsatisfied with the 
appropriateness of the educational materials. As a result, she worked with a partner to create a 
pamphlet depicting a young baby with a cigarette in its mouth with the caption, “What It‟s Like 
to Live With Parents Who Smoke.” Anticipating that this image would create significant shock-
value and get readers‟ attention, she began working to garner support for mass printing and 
distribution of the pamphlet. As a result of her persistence in getting it printed, the local Blue 
Shield company agreed to pay for the printing and another resident picked up the project as 
his/her advocacy focus area.
29
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Medical Organizations’ Leadership in Advocacy  
In 1995, the Canadian Medical Association (CMA) adopted a resolution to support 
school-based health promotion. The Comprehensive School Health (CSH) model applies a 
comprehensive approach to addressing a variety of health issues: tobacco use, sexual health, 
substance abuse, poor nutrition and inadequate physical activity, to name a few. Educational 
programs, promotion of environmental and policy changes, and the provision of mechanisms that 
offer social support are all employed to support individuals affected by such health issues. After 
endorsing the CSH approach, the CMA then charged physicians in their network to step up as 
community leaders by finding ways to apply this model across Canada. They suggested specific 
activities physicians could engage in such as participating on school boards, advocating for 
school health programs and services, or advocating for new policies or regulations.
30
 
Another example of a medical organization stepping up to lead advocacy efforts comes 
out of the National Center for Primary Care in Atlanta, Georgia, where they work to coordinate 
and engage physicians in community advocacy activities. As a result of their work, the center has 
developed primary care policies and practices that address health disparities.
31
 There is also 
evidence that governing bodies such as the American Medical Association (AMA) are also 
giving advocacy more attention. In 2001, The AMA declared that “physicians must advocate for 
the social, economic, educational, and political changes the ameliorate suffering and contribute 
to human well-being.”33 The Accreditation Council for Graduate Medical Education, a group that 
accredits medical residency programs in the US, has also required that advocacy competencies 
be included in pediatrics residency training.
34
 These competencies place a strong emphasis on the 
role of the pediatrician as leaders and resources in the community, particularly in community 
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settings such as schools, child care settings, local and state health departments, and other non-
governmental community organizations. 
Improving Mental Health Services  
Dr. K at Golisano Children‟s Hospital at Strong in Rochester, NY, saw a lack of 
resources for families with children with mental illness and was determined to find a way to get 
involved. She sought the support of a community organization serving families of children with 
mental illnesses, a pediatric advocacy group, and a task force that was convened to improve 
access to mental health services. Because of these collaborations, Dr. K was inspired to take the 
lead on developing a referral guide for local primary care professionals and a curriculum for 
local residency programs. With her assistance, the task force established a hotline that primary 
care providers could use when they needed assistance with difficult cases, particularly those 
involving children. Collaborations were a key factor in her ability to be a successful advocate.
31
 
Physician Champions Making a Difference 
The California Medical Association Foundation (CMAF) published a collection of stories 
highlighting ways physicians have been leaders for obesity prevention in their communities. This 
publication describes how physicians have been leaders in schools, created successful 
partnerships with recreation professionals, and secured grant funds for expanding local capacity 
to reduce obesity. Michael Fisher, a physician spotlighted in the CMAF publication said, “As 
physicians, we have the ability to impact audiences in a different way. It is important to use that 
credibility to engage local partners and the media to create a movement for change.”32  
Why Healthcare Professionals as Community Leaders? 
Today, the U.S. Institute of Medicine calls for pediatricians, family physicians, nurses, 
and other clinicians to routinely check Body Mass Index (BMI), offer relevant evidence-based 
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counseling, serve as role models, and provide leadership in their communities through actions 
that address social, environmental, and policy systems that influence childhood obesity.
14
 
“Healthcare professionals have influential voices in increasing community awareness and actions 
to prevent childhood obesity”,14 and recent evidence reveals that there is a desire among HCPs to 
serve as community leaders and advocates. Surveys conducted by Gruen et al., 2006, revealed 
that 90% of physicians who responded (N=1162) felt that community participation, political 
involvement, and collective advocacy were important.
21
 When prompted to rate the importance 
of topics for public advocacy, reduced obesity and better nutrition was rated “very important” 
among the majority of physicians surveyed.
21
 In another survey conducted among approximately 
350 pediatricians, 87% indicated a willingness to become involved in advocacy efforts that could 
specifically influence policies related to obesity prevention and management.
10
 
When asked  to determine what health care providers needed to more effectively promote 
healthy eating and physical activity environments specifically,
35
 strategies listed included (in the 
order of most popular response):  
 Establish partnerships with community groups to promote healthy foods and physical activity 
(also supported Gruen et al., 2004 and Satcher et al.)  
 Advocate for healthy food and physical-activity environments in schools,  
 Encourage continuing medical education providers to include concrete strategies for policy 
change,  
 Make healthy food options available within health care facilities like hospitals,  
 Encourage healthy foods and beverages at meetings,  
 Present research to local policy makers on obesity prevention,  
 Encourage employees to be physically active before/after work,  
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 Provide time for physical-activity breaks at meetings, and 
 Encourage employees to be physically active during work.  
Most of these strategies require influencing decision makers, which according to the definition 
previously provided, is advocacy.  
Barriers to Healthcare Professionals Becoming Community Leaders 
Most healthcare providers continue to view themselves as medical practitioners, not 
advocates for changing policy and environmental systems  that influence access to healthy foods 
and physical activity opportunities.
35
 When asked what barriers they experience related to 
obesity prevention advocacy and policy work, they listed: insufficient reimbursement for 
childhood obesity counseling,
15
 not given the support to make it a priority,
17
 too little time, 
unfamiliarity with local policy makers and policy issues, unfamiliarity with local organizations 
engaged in advocacy work, and lack of training in policy advocacy.
35
 Other providers expressed 
intimidation with advocacy because they believed it requires a considerable amount of lobbying; 
they didn‟t take into account that other activities requiring community leadership might be 
considered advocacy.
16
 Earnest et al. suggest that when advocacy training is offered, it focuses 
mostly on legislative advocacy skills, and although those skills are valuable, practical advocacy 
opportunities such as those that exist within local partnerships or within their own communities 
can be equally effective.
18
 
Given the myriad of factors influencing obesity, it can be daunting to determine how best 
to address them. HCPs have an important role to play in advocacy efforts related to obesity 
prevention, but they need training on how to most effectively do this and better understand how 
their work can be influential.
17,20,31,35
 In 2009, pediatrician Charles Homer, the Chief Executive 
Officer of NICHQ, examined numerous obesity prevention activities across the country (from 
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quality improvement efforts in clinical care to childhood obesity coalitions). He concluded that 
with sufficient training and support, along with improved reimbursement systems for childhood 
obesity visits, health care providers could positively contribute to advocacy efforts.
36
 
Consequently, the NICHQ BOV Project emerged in early 2010, offering a response to what these 
above data suggest: a bridge in the gap between what HCPs perceive their role to be and a 
resource for how HCPs can effectively leverage their expertise and experience in community 
advocacy. The Wake County BOV trainings provide a specific example of how this gap is being 
bridged successfully.    
A Local Effort to Engage Healthcare Professionals  
The WBOV conducted two local trainings; one full-day (6 hours) and one abbreviated (3 
hours). Training objectives for both groups included identifying: 
 HCPs unique role and qualities for strengthening advocacy efforts,  
 Strategies for establishing successful child health advocacy partnerships, 
 The social, economic, and environmental barriers that influence childhood overweight 
and obesity, 
 Key policy interventions that help address these issues,  
 Effective techniques for delivering testimony to local government officials and interviews 
to key media outlets, 
  Local resources that promote healthy active living and strategies for reaching out to new 
partners for resources, and 
 A personal advocacy work plan.  
To accomplish these objectives, a variety of interactive and engaging training activities were 
incorporated. An ice breaker activity was included that required participants to identify 
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characteristics of a town (“Obesity Town”) created by the training organizers, that influence 
obesity (fast food restaurants, unhealthy snacks at the preschool, no safe places to walk, etc.). A 
facilitated panel discussion (full-day training only) involving a local media representative, school 
board member, and a North Carolina Senator was also included.  Finally, small-group breakouts 
were organized so that participants could choose an advocacy focus area and discuss their 
personal advocacy work plans.  
Prior assessment of the community through AHA and its partners led to several potential 
advocacy focus areas that HCPs could most naturally and reasonably engage in:  
 Adoption of healthy worksite policies (including breastfeeding),  
 Acceptance of EBT cards at local farmers‟ markets, 
 Adoption of childcare policies that promote healthful foods and physical activity within the 
center,  
 Adoption of healthy snack policies and physical activity standards in programs of youth 
serving organizations (e.g., sports teams, afterschool programs), and  
 The strengthening and enforcement of local wellness policies in schools.  
Acknowledging that time limitations are a barrier for most HCPs, the WBOV team believed 
that they could most successfully engage HCPs by providing a good balance between “big P” 
policy and “little P” policy advocacy activities (i.e., systems change policies that may require 
lobbying vs. change in policies that influence everyday activities such as those at their places of 
work). The WBOV team also wanted to ensure the advocacy focus areas aligned with state and 
national priorities or policy platforms, such as those identified by Eat Smart, Move More North 
Carolina,
37
 the CDC's Recommended Community Strategies and Measurements to Prevent 
Obesity,
38
 or focus areas that had been addressed by AHA earlier and had resulted in success. 
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For example, AHA found earlier success with a project aimed at garnering pediatricians‟ 
support and public “approval” of the “Sport Snack Game Plan,” an initiative that worked to 
encourage youth serving organizations‟ sports teams to adopt healthy snack policies.39 As part of 
the promotional effort, a letter urging organizations‟ to adopt this policy along with 
pediatricians‟ signatures was attached. AHA gathered evidence that HCPs involvement did make 
a difference in the project‟s adoption and success, making it a natural effort to continue and 
include as an advocacy focus for the WBOV Project participants (Advocates for Health in 
Action, http://advocatesforhealthinaction.org). Keeping advocacy efforts aligned with local 
and/or statewide advocacy efforts for childhood obesity was ultimately believed by the WBOV 
team to help sustain and coordinate continued advocacy work in the community. 
Training Summary and Participant Feedback  
Participants/Demographics  
The two training opportunities resulted in a total of 58 participants, with a variety of 
health care professionals represented. Results presented below include both the full-day (N=25 
survey respondents) and the abbreviated training (N=29 survey respondents). Most were 
physicians, nurses, and nurse practitioners, but participation was also shared by dieticians, 
practice mangers, and health educators. The participants were predominantly female (12% male 
and 88% female), and ranged in age (28 years old to 64 years old), race/ethnicity (8% 
Latino/Hispanic, 19% African American, 12% Asian, and 61% Caucasian), and number of years 
in the medical profession (less than 1 year to 21+ years). A post-training survey was conducted 
to assess participants‟ satisfaction of the overall training and evaluate the usefulness of the 
learning objectives.   
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Participants’ Overall Experience   
When asked to rate the format and content of the training, 87.5% (N=40) of participants who 
responded rated it as “very good” or “excellent”.  When asked to rate the overall training 
experience for both sessions, 82% (N=34) of participants who responded rated it as “very good” 
or “excellent.”  
Participants’ Preferred Advocacy Focus Areas    
Figure 1 shows the advocacy issue participants were most interested in addressing for the 
WBOV project (out of 35 responses). Participants could select one from the following: 
 Adoption of healthy worksite policies to increase access to healthful foods and physical 
activity, and support breastfeeding, 
 Acceptance of EBT cards at local farmers markets, 
 Adoption of policies that improve access to healthful foods and physical activity within 
childcare centers, 
  Enforcement and strengthening of local wellness policies in public schools,  
 Adoption of  the “Sport Snack Game Plan” or the Eat Smart, Move More North Carolina 
Afterschool Physical Activity Standards, that support healthful foods and/or physical activity 
in youth serving organizations, and  
 “Unsure.”  
20 
 
 
 
Participants’ Advocacy Plans Post-Training     
The survey also asked participants to consider their advocacy participation plans 
following the training. Most participants indicated that they planned to devote at least 2-3 hours 
per month engaging in advocacy activities. When asked which activities they planned to 
participate in pursuit of their selected advocacy issue within one month of the training, and then 
within six months (out of 32 responses), “talk with other healthcare  professionals and 
community members about your advocacy issue” (participants could choose all that applied to 
them) was selected  most (Figure 2 and Figure 3).   
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Figure 2 
Advocacy activities participants plan to engage in within one month of 
the training {N =26) 
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Advocacy activities part,icipants plan to engage in w 1rthin six months of t he t raining (N= 30} 
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Response to Open-Ended Questions  
When asked to describe their barriers to their participation in advocacy for childhood obesity 
prevention they anticipated, a number of common themes emerged:  
 Limited time and competing demands,  
 The myriad of issues influencing childhood obesity,  
 Few existing connections with decision makers,  
 Contemplating change is difficult for many people, and  
 Advocacy does not always prove successful.  
However, when asked what they thought would encourage/facilitate their advocacy for childhood 
obesity prevention, the most common theme was “staying engaged in an existing collaboration or 
committee,” and “networking and exchanging resources with others that are strongly connected 
to advocacy for childhood obesity prevention.” 
General comments and themes that emerged from the open-ended questions are listed 
below by response topic:   
Overall Experience 
 “I found it valuable to simply be reminded that my voice as a physician matters in 
community level advocacy.” 
 “I came out of the training with a real sense that I can make a difference and have the 
tools to do so.” 
 “The training provided me with information about how our community is working 
together and how I can work with them.” 
 “Advocates for Health in Action (AHA) has done a tremendous job of mobilizing people 
in the community. AHA is a great resource and place to go for advice.”  
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Training Format  
 “I liked the ability to choose an advocacy focus area and know that others were planning 
work around the same issue.”  
 A comment from a participant in the abbreviated training: “The small group breakouts to 
discuss personal advocacy workplans were helpful, but we needed more time.”  
In general, the abbreviated training participants seemed to desire more time for all sessions of the 
training. Many of them mentioned they would have preferred it was a full-day training. 
Overwhelmingly though, the opportunity for small group discussion was listed as a component 
of the training they found particularly valuable. Many participants also described the training as 
engaging and interactive. 
Training Content 
 “I enjoyed training on some elements of advocacy that are often assumed to be 
understood (among physicians). The message of taking a basic approach was also 
encouraging.” 
 “I appreciated getting resources to leave with that could be shared with community 
partners and youth serving organizations in the community.” 
 “More discussion was needed on how to help families create a comprehensive plan for 
change.” 
 “The “Obesity Town” activity was a nice visual and exercise to start with so participants 
could consider all the factors that influence obesity.” 
Overwhelmingly, participants who participated in the full-day training listed “Developing and 
Communicating Your Message” session as the most useful session, which included a panel 
discussion with a NC Senator, school board member, and a media representative. Comments 
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included that it was helpful to get an understanding of what panel members really wanted to hear 
when people approached them with ideas, concerns, etc. Participants also commented that it 
helped alleviate intimidation that they felt prior to the training when thinking about approaching 
individuals with their status. Because of time limitations of the abbreviated training, this activity 
was not offered.  However, the session objectives were still covered. Among the participants 
who attended the abbreviated training, most felt that the “Developing Your Advocacy Plan” was 
the most useful session, but there a strong consensus that more time was needed.      
Discussion  
The findings from this research suggest that healthcare professionals and public health 
professionals alike have an important role to play as community leaders in the fight against 
childhood obesity. The literature and survey results support that a deliberate focus on advocacy 
can help professionals define what advocacy means to them and determine the role that they can 
play. Advocacy training gives participants the opportunity to learn more about the core 
competencies necessary to becoming an effective advocate, while increasing knowledge on the 
social, economic, and environmental barriers that influence childhood obesity. Previously cited 
literature indicates that leadership is not only needed to address these issues, but that HCPs are 
willing to step up in that role. However, more work is needed to realize the full potential of this 
work.  
While HCPs should be exposed to how social and environmental factors affect health, 
this should occur outside of the clinical encounter as well.
18
 This study does not reveal what 
actions participants are taking outside of their clinical encounter as a result of this training 
specifically. However, the WBOV team is in close communication with participants to track 
their advocacy activities and have plans to publish these results in the futures.  
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One of the advocacy focus areas that did indicate a strong likelihood of action following 
the training was worksite policies. This was an area that participants were most interested in 
addressing compared to the others. Although it is unclear why they chose this focus area, 
literature shows that often times, health care facilities create environments that undermine efforts 
to promote healthy behaviors. For example, many worksites contract with fast food chains and 
have vending machines that offer high-calorie, nutrient-void foods and beverages.
40
 While 
providers may be counseling their patients on the importance of healthy eating and exercise, the 
patient leaves the office and is immediately faced with the very items that the provider just said 
to stay away from. This clearly creates a mixed message for the patient, i.e., eat smart and move 
more, but do this after you leave our facility.  
The high response rate among WBOV participants may also reflect a new 
acknowledgment of their responsibility in being role models for healthy habits, since this was a 
topic presented during the training. The WBOV team provided examples during the small group 
breakouts for ways that HCPs could begin making small changes in their offices/facilities to 
address these issues: providing stickers to pediatric patients instead of lollipops, working with 
vending machine vendors to stock healthy options, or providing resources to patients 
highlighting local places to be physically active such as walking trails or greenways. Individuals 
or groups who want to get HCPs engaged in advocacy might want to consider adopting a similar 
approach; highlighting the importance and responsibility of HCPs as role models for healthy 
habits and  suggesting worksite policies as an advocacy issue they might consider tackling first.  
Literature also suggests that those looking to engage HCPs in advocacy should leverage 
the opportunity to engage HCPs early in their training and practice since community work is 
often part of their experience.
20
 This particular training did not focus specifically on HCPs that 
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were in training or early in their medical practice, but it seems a worthwhile pursuit to explore in 
the future. It could offer researchers a look at how young (i.e., years of experience) HCPs view 
community leadership and advocacy, and potential differences in what motivates them to engage 
in advocacy, the time they are willing to devote to these efforts, and what helps them stay 
engaged compared to seasoned HCPs who are receiving training. Moreover, since advocacy 
competencies are a required component of pediatrics residency training,
34
 it would be interesting 
to explore how general child health advocacy compares to the impact of more specialized 
advocacy training, such as obesity prevention advocacy. This information could help pediatric 
residency and other residency program leaders alike, determine the implications of tailored 
advocacy training competencies when matched with a resident‟s specialty or area of interest.  
Finally, just as physicians have been called upon to expand their role and advocate not 
just for individuals‟ health, but also for the health of the community, public health professionals 
must follow their lead. Because characteristics of homes, neighborhoods, and schools can be so 
influential in shaping safer, healthier communities, it seems natural to have public health 
professionals as partners in community leadership efforts addressing these issues, especially 
since their primary focus has always been the health of the population rather than the individual. 
Literature suggests expanded public health leadership is needed,
24
 but the public health 
profession must consider this a priority. Acquiring knowledge and skills in advocacy is one way 
public health professionals can expand their leadership capacity. The work of projects like BOV 
offers a nice model of how to effectively do this. Research suggests that there is little to no 
emphasis on advocacy in public health training and that it must shift from being simply a sub-
discipline to a core skill required of public practitioners.
41
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Recommendations 
Recommendation 1 
Advocacy must become a professional imperative among the healthcare and public 
health professions. Training must become a systems level priority, whereby 
advocacy competencies are taught at various stages in the profession; among early 
academics to seasoned practioners, and endorsed by a variety of professional 
organizations and accrediting bodies. Practioners must also be given the support 
and flexibility in work schedules by their employers to adequately engage in 
community leadership, which ideally occurs outside of the office or clinical setting.   
Previously cited literature revealed HCPs have a desire to engage in advocacy and feel a 
responsibility to serve as community leaders. “HCPs believe that supporting positive change in 
their communities is an extension of their professional role and commitment”.20 The WBOV 
survey respondents also communicated that training was valuable because HCPs could better 
understand their influence and value in being community leaders in the fight against childhood 
obesity. This idea was specifically captured in participants‟ comments about their experience 
with the training, such as, “I found it valuable to simply be reminded that my voice as a 
physician matters in community level advocacy.” We must strive towards a culture where 
community leadership among HCPs and public health professionals is the norm and we support 
them “in finding their voice”.  
These efforts can‟t occur at the local level alone. National professional societies and 
accrediting bodies must align with local efforts to further promote HCPs and public health 
professionals‟ involvement in advocacy and knowledge of advocacy skills and competencies.  
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Moreover, healthcare and public health employers must look for ways to allow professional 
practice and development to occur beyond the clinic or office. Stories of successful advocacy, 
such as those cited earlier or those that will come from new community leaders engaged in 
advocacy, could also be shared more widely so that employers, governing bodies of the medical 
and public health professions, and other HCPs can witness everyday examples of community 
leadership and the value it brings.  
Recommendation 2 
Mechanisms must be leveraged to help HCPs maintain relationships with other 
advocates so they are not working on their own. 
The WBOV training responses suggest that having a supportive group to work with not 
only helped them feel they could navigate through the challenges they faced with advocacy, their 
work was legitimized because it was seen as a shared issue instead of a personal agenda (also 
supported by the BOV Focus Group responses
20
). When asked what they thought would 
encourage/facilitate their advocacy for childhood obesity prevention, the most common theme 
was “staying engaged in an existing collaboration or committee”, and “networking and 
exchanging resources with others that are strongly connected to advocacy for childhood obesity 
prevention”.  This is a strong indication that HCPs are looking for partners in this work.  
Coalitions like AHA should leverage their network as way to engage HCPs in this work. 
They help facilitate connections while serving as a strong home-base for advocacy activities. Not 
only can collaboratives and coalitions keep a pulse on current needs in the community, they are 
able to quickly and effectively get a “call to action” out to the HCP network and help them make 
meaningful change within the time they have. The literature also supports this notion. Not only 
did HCPs reveal that they would like to be connected with local or state organizations involved 
30 
 
in policy/advocacy work, they felt it would make them more likely to engage in advocacy work 
to prevent childhood obesity.
35
 One study even suggests that this makes them more effective in 
their advocacy work.
31
 Moreover, the idea of connecting and maintaining relationships with 
other advocates seemed infectious among the WBOV participants. “Talk with other healthcare 
professionals and community members about your advocacy issue” was the most popular 
advocacy activity that participants planned to pursue following the training, suggesting that 
participants were excited to build a groundswell of support around these issues and potentially 
bring others into this work. An advocacy home-base, such as a collaborative, can help manage 
new interest while facilitating continued involvement as new advocacy opportunities present. 
Most importantly, this relationship is mutually beneficial, as the community contribution to 
childhood obesity prevention and the providers‟ contributions to community-based prevention 
efforts are strengthened.  
Recommendation 3 
Provide HCPs with specific advocacy focus areas and the key competencies needed 
to effectively address them.  
The work of AHA prior to involvement in this project allowed the training organizers to 
narrow in on key advocacy priority areas that local advocates hoped to address or continue to 
address. This helped focus the efforts of the new advocates because they could choose from one 
or two priority areas they were most interested in addressing. Specific resources, next steps (e.g., 
upcoming meetings related to the topic), and support was provided to each breakout group, 
helping them develop an advocacy workplan with strategies they felt excited and confident about 
executing. Literature supports this approach. One study revealed that even if HCPs are trained to 
become effective advocates for childhood obesity prevention, they need to be connected to 
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existing local or state policy and advocacy opportunities such as writing letters, meeting with 
policy makers, or providing testimony.
35
 One WBOV participant commented on feeling 
overwhelmed by the myriad of issues influencing childhood obesity. Having a few advocacy 
priority areas to choose from and discussing specific strategies to address them, allowed HCPs 
find „the low hanging fruit‟ and alleviate concerns about where to begin when addressing 
childhood obesity issues.  
The WBOV training curriculum also placed a significant emphasis on improving 
participants‟ knowledge and skills and increasing their confidence of how to most effectively 
address childhood obesity issues. They were able to learn about the issues, but also practice 
applying them (e.g., “Obesity Town” activity asked participants to identify social and 
environmental factors in a model town and discuss their observations; this was followed by a 
lecture component exploring social and environmental factors related to obesity). The WBOV 
training curriculum also addressed key skills and competencies that align with those that 
literature suggests is critical in helping HCPs become successful advocates, no matter what the 
public health issue. Some of those include: theories and practices of both leadership and social 
and organizational systems change,
18
 identifying a problem that lends itself to advocacy and one 
that aligns with the physician‟s professional experience and scope of practice,17,18 clearly 
defining the problem and the scope of the problem,
18
 identifying and engaging strategic 
partners,
18
 developing an action plan,
18
 communicating effectively (e.g., using the media as an 
effective communication vehicle
17,18,35
), understanding the process of policy making,
18
 (both 
micro and macro level), and obtaining good supporting evidence for your advocacy issue.
17,18
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Recommendation 4 
Barriers to HCPs participation in advocacy must be addressed for them to be 
effective.  
To ensure that HCPs continue to “know that their voice matters” (as one of the WBOV 
participants commented), it is critical that their perceived barriers are acknowledged and 
addressed. A theme that surfaced frequently in the in the literature and WBOV post-training 
responses, was HCP‟s time limitations, mostly due to high patient volumes and competing 
priorities. WBOV participants indicated they felt comfortable with a few hours a month for 
advocacy related activities (also supported Earnest et al.
18
). While HCPs may not be able to 
devote a substantial amount of time to advocacy, emphasizing the motto that small can still be 
meaningful, is valuable when working to garner HCP‟s participation.17-19 Advocacy activities 
don‟t always require a significant amount of time to have significant impact. Activities like 
writing a letter to a legislator or lawmaker, submitting an opinion editorials, providing evidence- 
based expertise, educating others on the obesity epidemic, participating in committees working 
on childhood obesity issues, or testifying to school boards, are all examples of small (i.e., less 
time intensive) but potentially influential advocacy activities. Activities like these can also be 
conducted within the settings they already spend time (e.g., their work place, their child‟s day 
care center or sports teams, or their place of worship). While more significant (more time 
intensive) advocacy efforts such as advocating for adequate reimbursement for clinical obesity-
prevention office visits, running for local school boards, or running for political office should not 
be discouraged, literature and the WBOV survey responses suggest that „meeting HCPs where 
they are‟ is a good place to start when trying to engage HCPs in advocacy efforts. 
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Conclusions 
Local training initiatives like the WBOV project offers physician organizations, medical 
and public health training programs, and communities with a unique model to engage HCPs and 
public health professionals as community leaders in the fight against childhood obesity. The 
BOV training model is one that can be applied across the lifespan of a physician‟s practice, from 
medical school to the practicing physicians, which literature also suggests is needed.
18,42
 
Components of the training could easily be incorporated into a variety of medical education 
programs (such as in the advocacy training module required in the pediatrics residency 
programs
34
) and post-graduate public health programs, but could also be offered as continuing 
education opportunities for seasoned HCPs and public health professionals.  
Sustainable changes to preventing and decreasing childhood obesity can only occur 
through a combined effort in which HCPs are supported to help families make healthier choices, 
are connected with community partners and resources, and are encouraged to get involved in  
broader community efforts such as advocacy.
15
 It is critical that we help HCPs and public health 
professionals find their influential voices so that community awareness and action is increased, 
and ultimately, childhood obesity is prevented.  
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